Background
As people continue to live longer, the chronic nature of IBD has become a primary healthcare problem. Some researchers suggest that one possible solution to this problem might be to explore coping behaviors among people with IBD ( McCormick, Reed-Knight, Lewis, Gold, & Blount, 2010 ; Parekh et al., 2015 ) . Coping behaviors have been associated with medication adherence and disease activity that affect clinical outcomes of people with IBD. Therefore, it is important to understand how people with IBD are coping with this disease.
Minority populations in the U.S., particularly African Americans, have been underrepresented in IBD research; therefore, their experiences with IBD are relatively unknown ( Veluswamy et al., 2010 ) . Although more than 156,000 African Americans in the U.S. are currently living with IBD ( Dahlhamer, Zammitti, Ward, Wheaton, & Croft, 2016 ) , studies exploring the possible influence of culture and/or race/ethnicity on how this population perceives and manages IBD is lacking. In addition, there is a paucity of research that includes self-reports by African Americans about their IBD. Topics related to coping and IBD such as coping with the stigma, emotional burden, and the negative effects of IBD on social activities have been explored among Caucasians with IBD, but have not been explored among African Americans ( Crohn's & Colitis Foundation of America, 2014 ; Frohlich, 2014 ) . Underrepresentation of African Americans in IBD research is problematic, as evidence is essential to determine whether they are receiving the care that they need for positive health outcomes.
Aim
The aim of this integrative review is to examine the current literature related to the coping behaviors of African Americans living with IBD. The second aim is to identify opportunities and ideas for further research on this topic.
Methods

Problem Identification
Although IBD has been addressed in the medical literature since 1932, to date, little research has explored how African Americans are coping with the disease. More than 156,000 African Americans have been diagnosed with this chronic illness (Dahlhamer et al., 2016) , and more information is needed about this population in order for healthcare professionals to determine their general health condition and to offer suggestions that might improve their health. The integrative review method of Whittemore and Knafl (2005) was used to search and evaluate the evidence related to the coping behaviors of African Americans with IBD and to report the findings of the literature regarding this problem. Aims of this integrative review are to answer the following questions: (a) What theoretical and research evidence exists that discusses coping in the African American IBD population? (b) What are African Americans' personal perspectives of coping and how do they manage their disease? (c) What resources, if any, are African Americans accessing to help them cope with the disease? (d) How does African Americans' perspective of coping compare to the Caucasian population with IBD? (e) What opportunities have been identified in the literature that might promote positive coping behaviors in this population?
Literature Search
A literature search was conducted using PubMed, PsychInfo, CINAHL, and Cochrane Library. The Boolean connector AND was used to combine the key words inflammatory bowel disease, coping, self-management, self-care, self-care practices , Crohn's, Crohn's disease , and ulcerative colitis. These key words were selected because of their presence in the coping literature of psychologists Heppner (2008) and Heppner, Wei, Neville, and Kanagui-Muñoz (2014) , who viewed coping from a cultural context. For example, the term 'manage' was simplified in the literature search to 'selfmanagement' and 'self-care' , which yielded the results listed on the flow diagram ( Figure 1 ).
Peer-reviewed articles in English from 2006 to 2016 were screened to capture key information about the topic that was clinically current. A brief literature review of coping and IBD from 1932 to 2006 yielded no articles that discussed coping that included African American adult participants. The year of 1932 was selected because that was the date that IBD was introduced in the medical literature. Articles were excluded if they were abstracts only, duplicates, conference proceedings, reviews, editorials, or dissertations. Other resources were excluded if the sample population was not primarily adult, the focus was not mainly related to experiences of coping, or if the article focused on validating an instrument. Articles were also evaluated to determine whether African Americans were recruited in each study.
A total of 443 abstracts were initially reviewed ( Figure 1 ). After removing duplicates, 351 abstracts remained; 219 abstracts were excluded on the basis of criteria such as not being published in English, the inability to obtain a full text of the article, or if the article was older than 10 years. The search yielded 132 abstracts for further review, of which 127 articles were excluded on the basis of specific criteria listed in the matrix. As suggested by Whittemore and Knafl (2005) , reference lists of full-text articles were also searched for additional studies; however, this approach did not yield any studies that met the inclusion criteria of African American participants. The final review resulted in five articles that were selected for evaluation and analysis.
Data Evaluation
The final sample for this integrative review included one qualitative and four quantitative studies ( Table 1 ) . The quantitative studies used cross-sectional and retrospective designs, whereas the qualitative study utilized an ethnographic design. Published articles that did not qualify as data, such as IBD literature that described the coping behaviors of non-African American populations, were kept for purposes of discussion and development of future approaches ( Sosa & Sethares, 2015 ) . Because of the use of quantitative and qualitative designs as primary sources in the review, studies were coded according to the following criteria: methodological or theoretical rigor and data relevance on a 2-point scale: 0 was assigned as the lowest score and 2 was assigned as the highest score ( Whittemore & Knafl, 2005 ) . Lower scores (such as 1) indicated that a weaker study design or a weak amount of evidence was presented, and higher scores (such as 2) indicated that a more rigorous study design was performed that presented data with stronger evidence addressing the research question ( Whittemore & Knafl, 2005 ) . For example, study designs with small or convenience samples were rated as 1 whereas designs with large sample sizes and statistical and correlational data were coded as 2. Studies that presented information that addressed the research questions were also given higher scores.
Each study was rated and then kept for the data analysis stage. Studies with low scores contributed less to the final analysis. After an evaluation of the data, each study received a score of 1.3; therefore, each study contributed equally to the final analysis process. For example, no study was given the score of 2, because either (a) a study did not adequately address the research questions such as the Faust, Halpern, Danoff-Burg, and Cross (2012) quantitative study or (b) failed to provide a rigorous study design on the topic such as the Alexakis et al. (2015) qualitative study.
Data Analysis
Five research studies that discussed coping were reviewed and analyzed using Whittemore and Knafl's (2005) approach. The five steps of this approach consisted of (a) extracting data from primary sources based upon sample characteristics, methodology, as well as any reference to the concept of coping; (b) selecting specific categories from the data such as the definition of coping and aspects of coping; (c) identifying terms similar to coping such as self-management and self-care and identifying proposed relationships of coping to other variables; (d) coding, analyzing, and comparing the data from each category; and (e) reviewing each primary source as data were conceptualized at higher levels of abstraction ( Whittemore & Knafl, 2005 ) .
Data were also labeled according to the applicability of the research questions (see "Methods" section and Table 1 ). No study addressed every research question; however, each study addressed at least two research questions.
Results
The five studies that were selected were published from 2011 to 2015. The sample populations of all five studies included from 2% to 21% of African Americans or Blacks as participants, and primarily utilized quantitative methods as their methodological design ( Table 1 ) . The studies did not provide any information specific to African Americans with IBD or any other ethnicity beyond listing "African Americans" or "Blacks" as a demographic variable. Therefore, each study's findings were representative of the entire group of people included in the study rather than exclusively focusing on findings unique to African Americans with IBD.
Because no study focused primarily on the African American population with IBD, it is unclear whether the findings from the studies adequately addressed several of the proposed research questions. For example, Alexakis et al. (2015) discussed several aspects of coping related to minorities with IBD such as personal perspectives, management of IBD, resources, and lack of resources available to IBD people in their study; however, only two Black people out of 20 participants were recruited for this study that was not performed in the U.S. but in the United Kingdom (U.K.). It was unclear whether the small sample size of Blacks who were part of the study, healthcare system in the U.K., or influence of British culture on these people was an accurate representation of the African American population with IBD. This study's findings did not address the research questions regarding African Americans' personal perspectives of coping, management of their disease, resources that they used to manage their disease, or comparisons to the Caucasian population with IBD. Another study explored coping styles and ethnicity and reported that no differences existed; however, this study recruited only three African Americans out of a total of 150 participants ( Parekh et al., 2015 ) . Because of the small sample of African Americans with IBD who were part of this study, it is unknown whether the research question regarding opportunities to promote positive coping behaviors was properly addressed.
After extracting data related to coping from each of the studies, results were grouped into three categories:
(1) coping and disease activity (relationship between these two variables, specific coping behaviors and disease activity, most frequently used coping behaviors);
(2) acquisition of knowledge (access to information and adaptive coping, difficulty navigating educational pursuits and IBD); and (3) personal coping situations related to IBD (stress surrounding food, lack of social support, religion). This integrative review was limited to only five articles that included African Americans with IBD and coping; however, according to Whittemore and Knafl's methodology, "primary data should be categorized and summarized into unified and integrated conclusions about the research problem" ( Whittemore & Knafl, 2005 , p. 550). Therefore, these categories were selected on the basis of a particular aspect of coping, frequency, and presence in the literature, and then synthesized into manageable groups. Each of these categories will be explained in the following section.
Coping and Disease Activity
Three of the five studies included in this review explored coping and disease activity (i.e., active IBD vs. IBD in remission) and identified a relationship between these two variables. Parekh et al. (2015) examined various coping strategies and their effects on the QOL of people with IBD and found that they primarily used four different coping styles: confrontive (46.7%), evasiveness (30%), optimistic (18.7%), and fatalistic (4.6%). No statistical differences were observed in coping styles used based on ethnicity, marital status, disease activity, type of IBD, or family history. Quality of life was significantly better for people who reported fewer flare-ups as well as for those who utilized adaptive coping versus maladaptive coping styles. The sample population was limited to three African Americans out of 150 participants (2%).
Although Parekh et al. (2015) focused on the relationship between IBD, coping styles, and QOL, Gandhi et al. (2014) examined the relationship between IBD activity and multiple psychosocial factors such as coping styles, perceived health competence, and preference for involvement in treatment among people in remission. Similar to the findings by Parekh et al. (2015) , Gandhi et al. (2014) reported that people with IBD in remission were less likely to use maladaptive coping styles and were more likely to report higher QOL scores than IBD people with active disease. However, Gandhi et al. (2014) also reported that the scores of people in remission revealed more interest in participating in their treatment, more perceived health competence, less depressive symptoms, and more task-oriented coping than the IBD subjects with active disease. The sample in this study included 15 African Americans out of 70 participants (21%).
Similar to the previous researchers, Faust et al. (2012) examined the relationship between coping, QOL, and disease activity but differed from the other researchers by examining additional factors such as social constraint, anxiety, and depression. Their findings were similar to the findings of the previous researchers and revealed that disengagement coping was positively correlated with disease activity; therefore, greater use of disengagement coping was associated with increased odds of having active disease. They urged healthcare professionals to investigate people's coping styles as part of their plan of care. The sample population of this study included 12 African Americans out of 80 participants (15%).
Acquisition of Knowledge
Two studies explored the topic of acquisition of knowledge from two different perspectives: access and outcome ( Alexakis et al., 2015 ; Moradkhani et al., 2011 ) . In terms of access, the qualitative study by Alexakis et al. (2015) sought to increase the understanding of the issues and needs of people with IBD from Black and minority ethnic communities and reported the following: 15 out of 20 people described a significant amount of difficulty pursuing educational goals in an academic setting due to IBD symptoms, two had to drop out of college, and five missed a year of college and had to repeat that year. Although some people persisted with their educational pursuits, others did not. The sample population in this study included two Blacks out of 20 participants (10%). Moradkhani et al. (2011) explored the outcomes of people after acquiring knowledge about IBD. This descriptive study examined the relationship between IBD knowledge and coping and medication adherence of 111 adults with IBD in the U.S. Although no association was found between IBD knowledge and medication adherence, their findings showed a positive association between greater IBD knowledge and four coping categories on the Brief COPE instrument: active coping, instrumental support, planning, and emotional support. Greater IBD knowledge appeared to be associated with the use of more adaptive coping strategies, suggesting that increased IBD patient education might enhance coping in people with IBD ( Moradkhani et al., 2011 ) . The sample included two African Americans out of 111 participants (2%).
Personal Coping
Only one study explored the personal accounts of coping situations from minority people's point of view. This study focused on Black minority ethnic groups, of which "Blacks" comprised 2% of the sample ( Alexakis et al., 2015 ) and reported a significant amount of stress related to food and events centered on eating food, such as holiday and cultural events. For example, several participants reported the stress of not being able to eat the food that everyone else around them was eating and others around them were noticing that they were not eating ( Alexakis et al., 2015 ) .
Several participants voiced the lack of support that they experienced from their families and communities, as well as their primary care providers. Although the literature from nonminority people with IBD suggested the presence of social support from their families ( Alexakis et al., 2015 ) , this issue was not reported by most study participants, which comprised Black minority ethnic groups. One participant stated, "I'm not really open about it [IBD] because I don't want them [parents] to worry about it" ( Alexakis et al., 2015 , p. 669) , and another participant's father stated, "You have been going to that hospital for how long? Why haven't they fixed you?" ( Alexakis et al., 2015 , p. 669 ) Similar responses were voiced in their communities as well. Several participants reported a lack of support in the medical community from misdiagnosis to perceived skepticism of their ailments by primary care practitioners. For example, one participant reported "I went back there [GP practice] quite a few times and the doctor was, my GP was trying to convince me that it was in my head and I was just imaging it" ( Alexakis et al., 2015 , p. 670) .
Religion also played a role in coping with stressful events in their lives. Participants reported that their faith helped them to decrease some of the stress related to living with IBD.
Discussion
The purpose of this review was to examine the current literature related to coping behaviors of African Americans with IBD and to make recommendations for future research. Significant findings included different aspects related to the subject of coping such as the relationship of coping and disease activity, difficulty completing academic studies due to IBD activity, potential for enhanced coping strategies to emerge after obtaining IBD patient information, and the identification of personal coping situations related to IBD experienced by African Americans with IBD. Although every study included a small portion of African Americans (or Blacks) in their sample population, only one study ( Alexakis et al., 2015 ) specifically explored the topic of IBD and coping among minority populations.
Although each study discussed coping from an IBD perspective, no researcher specifically identified coping from a theoretical or philosophical perspective and only one study operationally defined coping ( Gandhi et al., 2014 ) , which left readers to define coping on their own and question the researchers' rationale for their selection of measurement tools, methodology, and the thoroughness in answering the research question in their respective studies. Because none of the studies listed a theoretical model, each quantitative study's measurement instrument was examined for evidence of a theoretical framework in hopes of identifying what theoretical approach the researcher supported ( Faust et al., 2012 ; Gandhi et al., 2014 ; Moradkhani et al., 2011 ; Parekh et al., 2015 ) . All of the coping measurement instruments utilized by the researchers were based on Lazarus and Folkman's (1984) conceptual analysis of coping, which defined coping as an individual's constantly changing cognitive and behavioral efforts to manage stress. Only one quantitative study actually defined coping and based it on Lazarus and Folkman's (1984) theoretical framework ( Gandhi et al., 2014 ) .
Although hypotheses were given identifying the research question in the quantitative studies, no additional information was offered related to the rationale for the selection of their specific coping measurement tool. For example, questions remain as to why a specific tool was selected instead of another coping tool, or whether the tool had been utilized in similar IBD studies or sample populations. Only two studies addressed the potential limitations related to utilizing selected coping instruments ( Faust et al., 2012 ; Moradkhani et al., 2011 ) .
Similarly, the qualitative study did not immediately identify a philosophical underpinning or provide operational definitions of coping. However, the researcher did report that the aim of the study was "to understand the specific issues and needs of IBD people from Black minority ethnic communities" ( Alexakis et al., 2015 , p 665) . Although the term "coping" was not listed in the study, the phrase "challenges faced by Black and minority ethnic communities with IBD" ( Alexakis et al., 2015 , p. 667 ) and the open-ended research question, "How does IBD affect your daily life?" ( Alexakis et al., 2015 , p. 667) resulted in the participants stating how they coped with IBD.
Studies that measured the coping variable utilized different measurement tools. For example, although both Parekh et al. (2015) and Gandhi et al. (2014) examined coping and disease activity, Parekh et al. (2015) measured coping using the Jalowiec Coping Scale ( Jalowiec, Murphy, & Powers, 1984 ) , whereas Gandhi et al. (2014) utilized the Coping Inventory for Stressful Situations ( Endler & Parker, 1990 ) . Although both of these instruments reported valid measures of coping styles, no information was provided regarding either tool being utilized in IBD populations or in culturally diverse populations such as African Americans. It is unknown whether these tools that measured different aspects of coping were adequately capturing the essence of coping present in minority IBD cultures such as African Americans.
Few researchers discussed the problem of capturing a representative sample of the U.S. IBD population, which includes African Americans. Only two studies discussed the underrepresentation of African Americans in their samples as a limitation ( Alexakis et al., 2015 ; Parekh et al., 2015 ) . No study offered suggestions regarding how to address this problem.
Studies authored by nurses on this topic were minimal in the literature ( Alexakis et al., 2015 ; Moradkhani et al., 2011 ) . Given the holistic nature of the nursing profession, numerous opportunities exist for nurse researchers to explore this topic in areas such as improving access to IBD patient education materials for African Americans with IBD and collaborating with other resources to support the people, families, and communities affected by IBD.
Limitations
Although the focus of this integrative review examined coping behaviors of African Americans with IBD, the concept of coping was not operationally defined in four out of five of the studies in the integrative review. The definition of coping was inferred from the theoretical underpinnings of the measurement tools based on the conceptual analysis of coping and stress by Lazarus and Folkman (1984) . This approach was taken to include the limited number of studies available on the topic that did not define coping.
Another limitation of this review was the sparse number of African Americans who were recruited in each study. Although most of the studies included other ethnicities in their results, only one study focused specifically on Black and minority ethnic people with IBD. This study was performed in the U.K., and only two Blacks were part of their sample population; it is unclear whether their health practices and influence of British culture were representative of African Americans with IBD ( Alexakis et al., 2015 ) . The results of the remaining four studies might reflect the Caucasian population that had greater representation in the sample study than the Blacks who were part of the study.
A final limitation of the data reported in the literature was the selection of study designs. Four of the five studies were cross-sectional designs with data gathered at only one point in time. Because of the long-term chronic nature of IBD, perhaps interventional or longitudinal studies might reveal different results related to coping compared with the findings from this review.
Implications and Recommendations
This integrative review highlighted the lack of presence of African Americans with IBD in research and revealed that little is known about them as an IBD population in terms of their individual coping strategies. Although the IBD literature reported that the disease is increasing among minorities ( Dahlhamer et al., 2016 ; Nguyen, LaVeist, Gearhart, Bayless, & Brant, 2006 ; Veluswamy et al., 2010 ) , IBD studies have recruited only a handful of African Americans as participants. African Americans were included as a demographic variable instead of the primary focus of the studies that were examined. Therefore, findings may or may not represent the cultural influences and coping behaviors of the African American population with IBD. Although the coping styles of African Americans have been explored in other chronic illnesses such as diabetes mellitus and cancer ( Agarwal, Hamilton, Crandell, & Moore, 2010 ; Samuel-Hodge, Watkins, Rowell, & Hooten, 2008 ) , they have not been examined in IBD research. Because many of the studies did not compare or contrast the data between/ among racial/ethnic groups, most researchers did not report the specific coping strategies of African Americans separate from other populations such as Caucasians. Perhaps the culture of African Americans may influence their coping strategies differently compared with other IBD populations.
Few studies have explored the coping strategies of African Americans with IBD from their perspective and in their own words. Perhaps qualitative research, such as ethnographic and phenomenological designs, might reveal different perspectives on coping strategies that have yet to be discovered in the current IBD literature. For example, these designs might provide us with insight regarding how African Americans with IBD manage their disease during large cultural events such as family reunions or while traveling out of town.
Finally, there is a paucity of nursing-led research on this topic. Although two nurse researchers contributed to two IBD studies ( Alexakis et al., 2015 ; Moradkhani et al., 2011 ) , overall, IBD studies by nursing researchers discussing African Americans and their coping strategies in the IBD literature were noticeably absent. The philosophical and holistic views of nursing research might add another perspective to the current IBD literature by improving awareness of the condition of African Americans with IBD by the health community at large.
Conclusion and Future Directions
For African Americans with IBD, there appears to be similarities with other IBD populations related to coping strategies. Due to reasons that are unclear at this time, differences may exist related to the support that they receive from their family, local community, and healthcare community; compared to other IBD populations. Several opportunities for nursing research exist such as exploring opportunities to improve IBD support in communities where people with IBD reside; increasing awareness within the medical community regarding the concerns of African Americans with IBD; conducting research exploring the IBD person's perspective related to personal experience; and exploring the possible influence of culture on coping and health in African Americans with IBD. Research is needed on this topic to support African Americans faced with this debilitating chronic illness. ✪
